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The electrocardiographic (ECG) changes that occur after 
acute occlusion of a major coronary artery have been the 
subject of intense research interest for many decades ( I). In 
this issue of the Journal, Huey et al. (2) expand our obser- 
vations in this area by nicely documenting a well studied 
series of 241 patients who had sustained an acute myocardial 
infarction as a result of left circumflex. left anterior descend- 
ing or right coronary artery disease. Of the 40 patients who 
had a left circumflex artery-related infarct. 21% had an initial 
R wave duration ~40 ms or R/S wave amplitude ratio rl in 
leads V,-V,, 48% had ST segment elevation ?I mm primar- 
ily in leads 1, aVL, and V6V, and 38% of patients had no 
significant ST segment changes on the admission ECG; all 
eight patients with an abnormal R wave in lead V, had 
multivessel disease whereas none of the patients with single 
vessel disease developed abnormal R waves. 
Electracardiagrapt& location of myocardii infarction. 
The choice of lead system may significantly affect the ability 
to detect a strictly posterior myocardial infarct. The conven- 
tional scalar ECG. even with judicious and correct place- 
ment of the standard IO electrodes. may miss a true posterior 
myocardial infarction. The use of additional chest leads on 
the posterior thorax between the vertebral column and the 
angle of the scapula will increase sensitivity through the 
detection of more profound Q waves in these leads reflecting 
the loss of posteriorly directed electrical forces (3). Atten- 
tion to a slurred ascending or descending limb of the R wave 
in lead V, and the presence of an upright T wave in this lead 
will enhance diagnostic criteria for true posterior wall myo- 
cardial infarction (4-6). The use of information contained not 
only in Q waves but also in the early and mid portion of the 
QRS complex and terminal portion of the T wave will 
enhance the differential diagnosis of myocardial infarct lo- 
cation made with surface mapping techniques (7.8). Sensi- 
tivity can be increased by using vectorcardiographic criteria 
derived from orthogonal leads such as the cube lead system 
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(5). Using high frequency. high gain ECGs and cuhc and 
McFee vcclorcdrdiograms. Eiscnstcin et al. (5) studied 27 
patients with posterior infarction proven by biplane angiog- 
raphy who had isolated obstruction of the left circumflex 
coronary artery. Vectorcardiographic criteria that improved 
the diagnostic yield were II the presence of a QRS loop 
anterior lo the E point, and 2) the presence of an abnormally 
anterior T wave. which was recorded in 74% of the patients 
with pmterior infarction. The abnormal T wave shift was 
discernible from the f2 lead ECG as manifested by a tall T 
wave in lead V, and a flat T wave in lead V,. Madrid et al. (41 
studied 34 patients with isolated circumflex artery occlusion 
and posterior myocardial infarction using Ihe Selvester QRS 
scoring system. The QRS score had IWO or more points for 
infarction in 80% of the patients and one or more points 
specific for posterior infarction in 65% of patients. The 
addition of T wave criteria increased sensitivity to 80% with 
a specificity of %%. 
A li~ni!utim of rhr srrrdy by Ihey at cd. (2) is the inclusion 
of 18% of patients with previous myocardial infarction: the 
extent of the acute ECG-infarcted area in the posterior 
region may be misjudged. particuiarly in a patient with a 
previous inferior or lateral infarct. The size of the left 
circumflex coronary circulation and the location of the 
occlusion relate to myocardial infarct size and explain in part 
ECG changes in rome patients with infarct extension into the 
apical and posterolateral region of the left ventride. 
The ECG findings in the study of Huey et al. (2) apply lo 
changes observed within the index hospitalization for acuae 
myocardial infarction. The ECG continues to evolve in the I 
or 2 years after infarction in a minority of patients (9). Thus. 
the diagnostic accuracy of the ECG criteria proposed may be 
slightly different if applied to patients studied later after 
infarction. 
Myocardial infarct size as a determittant of kmgterm 
survival. The correlations of ECG findings with cardiac 
catheterization and radionuclide ventriculographic and myo- 
cardial scintigraphic data reported by Huey et al. (2) in their 
relatively large patient series represent an important contri- 
bution to the medical IiteratJre. Their patients who had a left 
circumflex artery occlusion utere found to have a myocardial 
infarct size intermediate between that of patients with right 
coronary and left anterior descending coronary artery occlu- 
sions. Nevertheless. the clinical characteristics and inci- 
dence of cardiac events after the infarction were similar 
among the three groups of patients regardless of the location 
of the infarct-related vessel and the myocardial infarct. This 
finding is surprising because it refutes previous data (IO. I I) 
on long-term prognosis in patients with coronary artery 
disease in whom left ventricular function is the major deter- 
minant of long-term survival. Although the entry criteria of 
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this study excluded patients who were elderly. had impor- 
tant postinfarct complications or were unable to exercise, 
the greater myocardial infarct size in patients with left 
circumflex versus right coronary artery occlusion implies 
that long-term survival should be worse in patients with left 
circumflex coronary occlusion than in those with right 
coronary occlusion if the sample size was larger and the 
duration of follow-up longer. 
tomographic imaging may have improved sensitivity even 
further. 
Conclusions. It is remarkable that clinically useful KG 
information keeps coming from well conducted studies re- 
lated to major coronary artery occlusions even after 70 years 
of intense investigation. 
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